An obese 43-year-old 
Introduction
The main clinical manifestation of pheochromocytoma is paroxysmal hypertension, accompanied by arrhythmias, heart failure, and even sudden death due to catecholamine secretion (1) . We report an unusual case of a pheochromocytoma, with concomitant ventricular tachycardia, a left ventricular thrombus, and a systemic embolism.
Case Report
An obese 43-year-old (Fig. 1A) . A high-resolution CT scan showed signs of severe pulmonary infiltration. Subsequently, carbapenem and teicoplanin were administered intravenously to control pulmonary infection, and the hyperglycemia was treated with insulin.
Five hours after admission, the patient experienced nonsymptomatic sustained monomorphic ventricular tachycardia (VT) with a pulse (Fig. 1C) 
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to 12 minutes (Fig. 1D) . On the 2nd day, the Q waves in V3 and V4 disappeared (Fig. 1B) Fig. 2A) , a thrombus attached to the left ventricular apex (Fig. 2B) , and a wedge-shaped filling defect area of the left kidney (Fig. 2C) . A renal infarction of cardiac embolic origin was assumed. Antithrombotic treatment with subcutaneous dalteparin sodium (5,000 units/ 12 hours) and anticoagulation therapy with warfarin sodium F i g u r e 2 . A: e n h a n c e d CT r e v e a l e d a h e t e r o g e n e o u s e n h a n c e me n t o f r i g h t a d r e n a l ma s s . B : e n h a n c e
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s e g me n t o f l e f t f e mo r a l a r t e r y . E : we t g a n g r e n e d e v e l o p e d i n b i l a t e r a l l e g s ; F : ma g n e t i c r e s o n a n c e a n g i o g r a m s h o we d mu l t i p l e e mb o l i c c l o s u r e s o r s e v e r e s t e n o s i s i n p r o x i ma l p e r o n e a l , a n t e r i o r a n d p o s t e r i o r t i b i a l a r t e r i e s o n b o t h s i (Fig. 2D) (Fig. 2E) . On the 28th hospital day, a magnetic resonance angiogram showed multiple embolic closures or stenosis in the bilateral peroneal, and anterior and posterior tibial arteries (Fig. 2F) (3, 9) . Echocardiography is the primary, cost-effective imaging modality in diagnosing an intracardiac thrombus (10) . Patients with a left ventricular mural thrombus should be treated with anticoagulation therapy because of the risk of systemic thromboembolism. Mitsuma et al (11) suggested that anticoagulation therapy should be performed until cardiac wall motion abnormalities have improved. However, anticoagulant therapy in thromboembolic diseases is inappropriately underutilized in China because of concerns regarding hemorrhagic complications (12) . For the present patient, thrombolysis and anticoagulant therapies were unreasonably prescribed (13) . As a catastrophic result, the bilateral arteries of the legs were reoccluded and amputation had to be performed.
